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Cause
João–Bruno Soares, Aníbal Ferreira, and Raquel GonçalvesDepartment of Gastroenterology, Braga Hospital, Braga, PortugalQuestion: A 79-year-old
woman presented to the
emergency room with a
4-week history of watery diar-
rhea (4–6 bowel movements
per day) and a 2-week history
of fever and right upper
quadrant pain. She denied
vomiting. Her past medical
history was significant for
cholecystectomy and cholan-
gioenterostomy 2 years ago
owing to choledocholithia-
sis and acute biliary pancre-
titis. On physical examination, her abdomen showed tenderness to palpation in the right upper quadrant without rebound, and
ormal bowel sounds. The liver lower edge was palpable 4 cm below the costal margin. Laboratory evaluation revealed elevated white
lood cells (21,700/L; with 90% neutrophils), C-reactive protein [287 mg/L (normal, 5)], aspartate aminotransferase [44 UI/L
normal, 32)], alanine aminotransferase [56 UI/L (normal, 31)], -glutamyl transferase [126 UI/L (normal, 5–36)], and alkaline
hosphatase [342 UI/L (normal, 35–105)]. Bilirubin and amylase serum levels were within normal range. A thoracic and abdominal
omputed tomography (CT) revealed a hypodense lesion in the right lobe of the liver (10 13 cm), suggestive of liver abscess (Figure
). She started antibiotic therapy and on day 2 CT-guided percutaneous drainage of hepatic lesion was performed, yielding purulent
uid. Culture of the aspirated fluid revealed Escherichia coli, which was also isolated from blood cultures. Stool examination was
egative for ova, parasites, and Clostridium difficile toxin. Stool cultures were also negative. Owing to persistence of diarrhea,
olonoscopy was performed on day 5 and revealed diffuse mucosal friability and longitudinal ulcers from proximal transverse to
ecum, with normal ileum. Biopsy specimens were obtained from ulcers for microscopic examination (Figure B).
What is the most likely diagnosis?
See the GASTROENTEROLOGY web site (www.gastrojournal.org) for more information on submitting your favorite image to
Clinical Challenges and Images in GI.
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Electronic Clinical Challenges and Images in GI, continuedAnswer to the
Clinical Challenges
and Images in GI
Question: Image 5:
Hepatic Abscess Se-
condary to Cyto-
megalovirus Colitis
Microscopic examination
showed mucosal ulceration
covered by granulation tis-
sue in which there were en-
arged endothelial cells with nuclear inclusion bodies. Immunohistochemical staining of colonic biopsy specimens revealed that
ndothelial cells were indeed positive for cytomegalovirus (CMV; Figure C). Active CMV infection was confirmed by high
mmunoglobulin M CMV titer. HIV serology was negative. The patient started IV ganciclovir.
After 3 weeks of treatment, follow-up colonoscopy showed severe stenosis at proximal transverse colon. Biopsy specimens of
tenosis revealed only reactive changes of mucosa without nuclear inclusion bodies. A barium enema demonstrated severe stenosis
f cecum, and ascending and proximal transverse colon (Figure D). She underwent a right hemicolectomy with ileocolonic
anastomosis. Colectomy specimen revealed transmural polymorphic inflammation and fibrosis without any CMV inclusions. There
were no findings suggestive of ischemic colitis such as hyalinization, hemorrhage, or hemosiderin deposition in the lamina propria.
The postoperative course was complicated by peritonitis secondary to a pinpoint small bowel perforation, which was managed with
operatively and with antibiotic therapy. The patient was discharged 15 days after surgery without any treatment. At follow-up
18-months later, she was doing well and a colonoscopy with random biopsies revealed normal ileal and colonic mucosa and a
ileo-colonic anastomosis with no lesions.
Most cases of CMV colitis occur in immunocompromised patients.1 Nonetheless, there have been increasing reports of CMV
colitis affecting immunocompetent persons, especially in patients 55 years old.1 The diagnosis is difficult and usually depends on
colonic biopsy showing cytomegalic inclusions.1 However, the clinical relevance of documenting cytomegalic inclusions in tissues
is a matter of great controversy. In our case, we believe that CMV was the cause of colitis and its later complications and not an
“opportunistic invader” of an overlying process such as ischemic colitis or Crohn’s disease. We found none of the main histologic
changes of ischemic colitis in endoscopic biopsy and colectomy specimens. Attending to the high postoperative endoscopic
recurrence rate of Crohn’s disease in untreated patients (65–90% within 12 months of operation), an overlying Crohn’s disease is very
unlikely in our case, because colonoscopy with random biopsies performed 18 months after colectomy revealed no lesions. Although
the primary therapy for CMV colitis is the use of antiviral drugs, such as ganciclovir, an aggressive clinical course of colitis sometimes
requires operative intervention owing to a lack of a response to medical management, or complications.1
Overall in immunocompetent patients CMV colitis has a spontaneous remission rate of 32%, a colectomy rate of 21%, and a
mortality rate of 32%.1 Hepatic abscess and colorectal stenosis are very rare complications of CMV colitis, with only a few numbers
f reports on CMV-associated colorectal stenosis colitis affecting immunocompetent persons without evidence of inflammatory
owel disease.2,3 In this case, we believe that although ganciclovir was effective in eliminating CMV, scarring of the extensive colonic
lceration lead to colonic stenosis.
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